Introduction
Aortobronchial fistula (ABF) is a life-threatening condition connecting thoracic aorta and tracheobronchial tree, which mainly develops secondary to atherosclerotic aneurysm or pseudoaneurysm and infection after thoracic aorta surgery or aspiration of foreign bodies. ABF incidence is not exactly known and 30% of affected patients are diagnosed at autopsy. It has been reported that ABF develops as a result of compression necrosis/erosion of the lung parenchyma or tracheobronchial tree next to aneurysm ( ).
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Even massive hemoptysis (bleeding at an amount>300-500 ml/24 hours or at a rate>100 ml/hour) is rare but the death rate is high in ABF cases. Such cases are 100% fatal if left untreated according to the reported cases. But surgical treatment can achieve complete cure in ABF (2-8).
The disease can be diagnosed with radiological examinations, bronchoscopy, thoracic computed tomography (CT), magnetic resonance imaging (MRI), and angiography if needed. However, strong suspicion is required in order to diagnose aortic fistulas to nearby structures (3, 9, 10) .
In this report, we aimed to present a case died of massive hemoptysis due to aortobronchial fistula, with obtained postmortem examination findings.
Case Report
A 17-year-old male patient presented with dyspnea. At emergency department a Glasgow Coma Score (GCS) of 15 was observed and he was hospitalized with "diabetic
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Abstract
Aortobronchial fistulas are relatively rare but usually fatal if not treated since they might cause massive hemoptysis. Here we present a case of death of a 17-year-old male due to massive hemoptysis secondary to aortobronchial fistula. The deceased was firstly admitted to an emergency department with dyspnea, tachypnea, tachycardia, resistant metabolic acidosis, confusion, and somnolence. He was diagnosed with "diabetic ketoacidosis" following examinations; however, detailed radiological and clinical investigations revealed community-acquired infection findings and medical treatment was started accordingly. He was discharged after 15 days of hospitalization; however, he died unexpectedly 12 days after discharge.
At autopsy a 4-cm aortobronchial fistula was found between the thoracic aortic wall and the left main bronchus. Histopathological examination of fistula showed diffuse and intense necro-inflammatory reaction and inflammatory response with polymorphonuclear leukocytes and necrosis. Death was attributed to massive hemoptysis and blood aspiration due to aortobronchial fistula.
A feedback system, towards healthcare centers, based on autopsy findings and exact cause and mechanisms of death will contribute improvement of diagnosis and treatment approach. At autopsy, oral and nasal cavities as well as esophageal and tracheal lumens contained blood. The left lung was composed of three lobes and both lungs were extremely tense (Fig. 1). A 2,5x1 cm irregular, perpendicular formation was detected in the intima of the posterior wall of thoracic aorta at 4 cm distal to carina. In the central part of this tissue there was a fistula defect 0.5 cm long that connected aortic lumen to the left main bronchus. The aortic diameter was 4 cm at the onset of descending aorta while it was 5.2 cm at the area involving the fistula (Fig. 2) .
Left lung weighed 820 grams and right lung was 630 grams.
There were signs of blood aspiration in sections from both lungs, in the left lung in particular (Fig. 3) . Starting from carina, colonization were observed in necro-inflammatory tissue.
Intensive blood aspiration related appearance was noticed in lung parenchyma (Fig. 4, Fig. 5, Fig. 6, Fig. 7 ). There were also minimal intimal thickening in coronary arteries and mononuclear inflammatory cell infiltration in pancreas parenchyma.
3.Discussion
The main typical symptom of ABF is massive or intermittent hemoptysis. It has been recommended to suspect from ABF when hemoptysis develops especially in patients who underwent thoracic aorta surgery or have thoracic aorta aneurysm ( ). There was no history of hemoptysis (until the 1,5 day he died) or a thoracic surgery before, in the presented case.
Causes and mechanisms of sudden deaths are revealed by increased number of autopsies. The most common systemic pathologies resulting in sudden death are cardiovascular and pulmonary pathologies (11) . Massive hemoptysis (bleeding at an amount>300-500 ml/24 hours or at a rate>100 ml/hour) is relatively rare in ABF, however it is responsible for a high death rate (3, 6) . The information regarding how much blood our case lost before taken to hospital is missing. However, considering blood amount in lungs, upper airways, stomach, duodenum, and jejunum, the amount of blood loss was not less than 300 ml. Hospital records of our case states that during 
Conclusion
In ABF related deaths there might not be sufficient antemortem medical history or deceased might die before diagnosis. Considering that the one third of ABF cases diagnosed during autopsy, the causes of hemorrhages need to be investigated in detail by forensic medicine specialists. A feedback system, towards healthcare centers, based on autopsy findings and exact cause and mechanisms of death will contribute improvement of diagnosis and treatment approach.
Additionally, inclusion forensic medicine approach to multidisciplinary case discussions will strengthen the clinical collaboration between disciplines.
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